no doubt that the total operation by Doyen's method is the better and safer operation. I do not agree that it would have been fair to exclude Case I, which is a case of fibroids complicated with unrecognized cancer of the body -the subject of my paper; but its exclusion would have strengthened my position considerably. For the same reason the volsella was used; in cases diagnosed as cancer I always make traction with forceps. I am glad that Dr. Russell Andrews thinks that I have made a stronger case in this paper than in the former one dealing with sarcoma, because Dr. Russell Andrews' stated his opinion that the case that was presented on sarcoma was not a strong one; but the only specified point of weakness was conveyed in his question whether I could give any evidence of recurrence of sarcoma in the cervical stump after amputation. That evidence I was able to give, and I hope the case has been transformed by that evidence into a strong one. About a hundred cases of malignant disease in the cervical stump after amputation have already been recorded, and significant examples have been mentioned to-night. This grave danger exists, and is in a different category from the fancied troubles with the pelvic floor or vaginal shortening, the former of which does not occur in a properly conducted operation, and the latter is of trivial importance. Gynaecologists who condemn total abdominal hysterectomy on those grounds should condemn vaginal hysterectomystill more strongly. I am glad to have in Mr. Malcolm a supporter of the total operation, which compares favourably with amputation in the smoothness of the recovery.
Removal of an Endotheliomatous Dermoid of the Ovary and
(thirteen and a half years later) a Fibro-endothelioma of the Vagina.2 By HERBERT R. SPENCER, M.D. M. D., a virgin, aged 43, was admitted into University College Hospital on December 18, 1902, complaining of " a tumour in the womb" and almost continual bleeding from the vagina for thirteen months, never being free from heamorrhage for more than a week until a month ago, when it ceased. The continued bleeding came on after an attack of influenza. A doctor discovered the abdominal tumour in April, 1901. There had been no pain. Menstruation began at the age of 14, was always regular, every four weeks, except at the age of 30, when it ceased for two or three months; eight diapers were used as I Proc. Roy. Soc. Med., x, 1917 (Sect. Obst. and Gynaecol.), p. 131. a rule, but more during the last six years. The patient's father died of an " ulcer of the foot " at the age of 66; her mother was 68 years of age and nearly blind; an aunt died of a tumour in the abdomen.
On admission the patient was rather pale and sallow, the breasts of medium size, the heart sounds normal. The abdomen was rather full: a body of the size of a tangerine orange could be felt above the pubes.
The hymen was intact. The cervix was pushed forwards by a hard tumour as big as a double fist, which appeared to be a uterine fibroid pushing the uterus forward and to the right and blocking the pelvis. The body felt by the abdomen was the fundus. It was thought that a submucous fibroid tumour was also present, but none was found on dilating the uterus, which was 41 in. in length.
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The uterus was curetted on December 20, and the tumour was diagnosed as a subperitoneal fibroid. The patient remained free from bleeding till April 10, when haemorrhage recurred and continued till her admission on May 19, 1903. The fundus of the uterus could be felt at a height of 3in. above the pubes; the os was open, and in the left posterior quarter of the pelvis a hard smooth tumour, as big as a double fist, could be felt. The tumour was removed by abdominal section on May 23,. 1903, and found to be an ovarian tumour, and externally looked like a dermoid. It was sent uncut to the Museum to be hardened and examined. This was duly carried out after some weeks, but the description was, by inadvertence, not inserted in the hospital notes, where it appeared simply as an ovarian tumour. The left ovary had a small cyst near the hilum and was removed, but not examined microscopically. The wound healed by first intention, and the patient left the hospital on June 15, 1903. The specimen (No. 482, U.C.L. Gynaecological Catalogue, 1911) , is a solid ovarian dermoid measuring 12 cm. by 9 cm. by 7 cm., smooth on the surface, from which projects a single dermoid. cyst with bloodstained contents. On section ( fig. 1) there is a single dermoid cyst measuring 4 cm. by 2 5 cm., filled with sebaceous material and containing hair growing from its wall; the rest is made up of a solid white tumour with clear indications in places of capsulation and with several cysts, particularly towards the centre, filled with blood-stained jelly-like material; the great bulk of the growth has a fibrous appearance. The opposite ovary was not enlarged, but had a single cyst near the hilum.
Microscopic Structure.-The dermoid cyst is lined with stratified epithelium. The growth ( fig. 2) consists of a dense fibrous stroma permeated by a close network of epithelioid cells, usually two or three cells deep, in some places forming broader bands. These seem to lie in vascular spaces. In some places a blood-vessel is seen in the centre of the growth, which is intimately connected with the outer wall. The cells are elongated, with their axes transverse to the long axis of the strands and have large nuclei. The gro,wth has in places the appearance of a perithelioma; but in other parts of the section all stages of endothelial growth may be seen, showing that it is an endothelioma.
Thirteen and a half years later the patient, then aged 57, was readmitted into University College Hospital on January 9, 1917, complaining of discomfort on walking, of a tumour as big as a walnut protruding through the vulva, with a blood-stained discharge occasionally, during the last six months.
Menstruation ceased after' the operation in 1903. The abdominal scar was sound. There was leucoderma of the skin around the vulvw. ' On the posterior wall of the vagina, an inch from the fourchette, was a pedunculated tumour as big as a pigeon's egg, with a fairly FIG. 2. Endotheliomatous dermoid of the ovary. Section showing the endothelioma with its plexiform arrangement which takes the course of vascular spaces. The long axes of its cells are for the most part arranged at right angles to the course of the vessels. In some sections the origin of the growth from the endothelium of blood-vessels is clearly seen (see Report of Pathology Committee, p. 64). (x 115.) broad pedicle. It felt like a fibroid and bled a little on examination. The uterus was atrophied and freely movable. A small nodule of the size of a split pea could be felt just to the right of the os, probably Section of Obstetrics and Gynacology the remains of the atrophied portio. The vaginal tuUM ,rem *d, by drawing it down and making an elliptical incisibl'Y'* base. The wound healed by first intention, and the patienC*H the hospital on January 24, 1917. She remained quite well in Ja&I*PY 1918.
The tumour was hardened and cut into after a day or two fr microscopic purposes. A piece of the white growth at the sitfe was examined; it consisted mainly of coarse fibres, and was thought to be a fibroma. Fibro-endothelioma of vagina. Drawing of tumour by Mr. Shiells from specimen, inserted in diagram to show position. The outer white part of the growth is a fibroma invaded with endothelioma, a " fibro-endothelioma"; the duskier part of the growth is pure endothelioma similar to that of the ovarian growth ( fig. 2 ). I had the specimen thoroughly hardened and then made a section completely through it, and found that beneath the hard white cortex was a softer, duskier growth, which permeated the tumour towards the pedicle (see fig. 3 ). Sections of this growth showed it Jo be an endothelioma.
Endothelioma can also be seen in the white fibrous part. The tumour may be called a fibro-endothelioma.
The former notes of the patient were then consulted to ascertain the n,atureof the ovarian tumour removed in 1903, but, as already stated, without result. On looking up the museum catalogue description it w:as found that the ovarian tumour removed thirteen and a half years ago was also an endothelioma, the description of which has been already given. The microscopic appearances of the deeper parts of the vaginal growth and of the ovarian growth are so similar that a separate illustration is unnecessary.
Endothelioma in a dermoid tumour of the ovary is rare: this is the only specimen of endothelioma I have met with in over 500 ovariotomies. It is on account of the after-history that I bring it before the Section. The appearance of an endothelioma in the posterior wall of the vagina thirteen and a half years after the ovariotomy raises the question as to whether this is a " recurrence." or not. I am inclined to think it is not a true recurrence. Although I have seen cancer of the uterus recur in the posterior vaginal wall at some distance from the -fornix, I have seen it more often, though still rarely, low down in the .anterior vaginal wall. The fact that the patient remains well after more than fourteen years and has no sign of other growths is, I think, against the view that the vaginal tumour is a true recurrence; but on this point I should like to have the opinion of members of the Section.
The specimens were referred to the Pathology Committee. Report of Pathology Committee on Dr. Herbert Spencer's Specimeen of Endothelioma in a Dermoid Tumour.-" We have examined sections made from six different places in this tumour and find that they all have the same essential structure, namely, that of an endothelioma. Part of one of the sections shows the origin from the endothelium of blood-vessels very clearly. There is no evidence of any other kind of tissue, such as we should expect to find in an embryoma. A section of the large cystic space containing hair is lined by epidermis. The recurrent growth also has the same essential structure of an endothelioma like the original tumour."
